Three cases of super®cial penile vein thrombosis were identi®ed prospectively from a series of 231 men who underwent long saphenous vein surgery over a 4-year period. A total of 350 legs were operated onÐ241 legs for primary and 109 for recurrent varicose veins. A standard surgical procedure was used including¯ush ligation of the saphenofemoral junction with braided polyester and exposure of the femoral vein to identify all tributaries. The long saphenous vein was removed by inversion pinstripping to the knee, with retrograde stripping for recurrences. The operations were performed by a single surgeon (AN) and all patients were seen for clinic review at 2 weeks.
Case 1
A man aged 39, previously ®t and well, underwent bilateral long saphenous and left short saphenous surgery. At followup he was noted to have thrombophlebitis in one of the tributaries of the right long saphenous vein extending up onto the shaft of the penis. This settled without treatment.
Case 2
A man aged 44 underwent bilateral repeat long saphenous vein surgery, having been operated on 4 years previously.
At follow-up he had an area of super®cial thrombophlebitis down one of the left lateral dorsal veins of the penis. This was uncomfortable during sexual intercourse. He was seen again 4 months later when all had resolved.
Case 3
A man aged 61 had bilateral long saphenous vein surgery. Operation on the left side was complicated by the removal of a subcutaneous malignant melanoma from the skin over the knee. Postoperatively he developed thrombophlebitis on the right side of the penile root, extending onto the dorsum of the penis. This settled over 4±5 weeks.
COMMENT
We have been unable to ®nd previous reports of thrombophlebitis of the super®cial dorsal vein of the penis as a complication of long saphenous vein surgery. The incidence in this series, 3 per 231 patients, exceeds the 1% level of risk above which patients are usually warned as part of the consent process.
Anatomical studies of penile venous out¯ow have been performed by selective venography 4,5 . The super®cial dorsal vein drains the prepuce and skin of the penis into the right and left external pudendal veins and thence into the long saphenous vein at the groin. Super®cial ventral veins also drain into the super®cial dorsal vein. There is almost complete separation of the super®cial and deep venous systems in the penis with the exception of occasional direct communications between the deep and super®cial dorsal veins. It is therefore anatomically possible that a surgeon performing bilateral ligation of the tributaries of the saphenofemoral junction will interrupt the super®cial venous drainage of the penis with consequent venous stasis and thrombophlebitis. In 20% of cases the super®cial dorsal vein drainage is unilateral, presumably increasing the risk of venous occlusion after surgery.
Super®cial thrombophlebitis of the penis presents with cord-like induration of the vein, associated with mild discomfort and in¯ammation. Most cases are reported to resolve completely, as did ours, with no permanent adverse effects on sexual function. Treatment with anti-in¯ammatory drugs is said to relieve symptoms but not to hasten resolution.
It is possible that this condition is underreported since it is self-limiting and most patients who undergo long saphenous surgery are not followed up. In a patient with an old head injury, violent nose-blowing can have dangerous consequences.
CASE HISTORY
A man aged 54 had a three-week history of nasal discharge and reduced hearing with pain in the left ear. The earache, accompanied by a sensation of¯uid in the ear but no discharge, had begun after an episode of violent noseblowing. He also had a persistent watery nasal discharge, which he had been trying to relieve by further blowing of the nose. His general practitioner treated him unsuccessfully for otitis, with antibiotics and syringing. A few hours before admission to hospital the patient had become confused and disoriented. In his medical history the only noteworthy incident was a childhood left occipital depressed skull fracture without any intracranial injuries. On admission to our department the Glasgow Coma Score was 11 (eyes 4, verbal 1, motor 6). He had¯uid behind the left tympanic membrane and temperature was 37.3 8C; there were no focal neurological de®cits. Leaning him forward produced large amounts of watery¯uid leakage from his nose.
A computed tomographic scan revealed extensive intraventricular air in the lateral and third ventricles. There was also evidence of previous skull trauma with underlying encephalomalacia in the left occipital region but no base-ofskull fractures (Figure 1) . A magnetic resonance scan ruled out a cerebral abscess. There was no evidence of infection in cerebrospinal¯uid (CSF) obtained by lumbar puncture. Subsequently, a left mastoidectomy was performed; a CSF ®stula was found and repaired and a lumbar drain was left in situ for 5 days. Postoperatively the Glasgow Coma Score improved to 15. There was no further CSF leak, and he was discharged home with strict instructions not to blow his nose.
COMMENT
The term pneumocephalusÐa collection of air within the skullÐwas coined by Wolff in 1914 1 , but Chiari in 1884 was the ®rst to report a case of intracranial pneumocephalus, in a patient with severe ethmoiditis 2 . Most cases of pneumocephalus today are due to head trauma 3,4 , followed in order of frequency by neoplasia, infections (such as otitis 3,5 , sinusitis 3,6 and intracranial infection 3,7 ) and medical interventions 3 .
Two main theories have been suggested for the pathophysiological basis of pneumocephalus. The ®rst is the`ball-valve' mechanism, whereby air enters the intracranial space (by coughing, sneezing or nose-blowing) 
